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(Reproduced by kind permission of Robert M. Heyssel MD, Executive Vice President and Director of The Johns Hopkins Hospital, Baltimore, Maryland, USA.) profession, physiotherapists, radiographers, electrocardiographers, social workers, pharmacists, laboratory workers and clinical secretaries. Perhaps after that the frontiers of the "greater medical profession" get more difficult to define. I will not attempt to delineate it entirely but I am happy to include everyone who comes to this place -to this hospital -each morning with the idea that the day's work, that the day's task, that the day's commitment is about caring for the sick.
To any sceptic in the audience who asks, "Can I say that and not recall the industrial action of last year?", I would reply that most of those involved were and are underpaid and also that many members of the greater medical profession, as I have just outlined it, carried on at work with exemplary devotion during that time. Not only are they underpaid in absolute terms but sadly also in relative terms in the value that society puts on those who work for it.
A hospital for all seasons. I have had the pleasure and privilege of working in two such hospitals. The first of these hospitals began in this manner. On Christmas Eve 1873, in the city of Baltimore, Maryland, a wealthy bachelor died. (I make no comment on the fact that he was both a bachelor and wealthy!) That merchant -by name Johns Hopkins -left his fortune of seven million dollars for the establishment of a university and a hospital. It is believed he felt "A university, for there will always be youth, and a hospital for there will always be suffering". John Singer Sargent painted this portrait in 1905. Sargent, an American born in Florence and educated in Paris, became the foremost portrait painter of his time. He was commissioned to paint the first four heads of department at Johns Hopkins and persuaded them to meet in London to pose for him. There must have been a philosophic vein to Sargent for he once said, "Every time I paint a portrait I lose a friend". Sargent painted Welch's head in one sitting, but took much longer with the others. Osler's head was completely painted out and re-done. A widely quoted legend maintains that because of a disagreement with Halsted, Sargent painted him in pigments that would fade.
For many reasons, it is William Osler that I wish to describe particularly, but a brief sketch of the other three is difficult to resist.
William Welch, Professor of Pathology, discoverer of Clostridium Welchii. Dean of the Hopkins Faculty for 40 years, and during that time the most influential pathologist in the United States, and administrator of the Rockefeller Foundation. Otherwise, a bachelor, incessant cigar smoker, overweight -often eating five or six dessert helpings. His gout he described as 'absurd and unmerited". Of interest, Welch was descended from a Philip Welch who, in 1654, was kidnapped from Ireland at age 11 by Cromwell's soldiers and sold in Boston harbour as an indentured servant. (There are several other Irish connections in today's story and I will acknowledge them as they occur.)
Halsted, Professor of Surgery. Early medical experiments with cocaine led to lifelong drug addiction. Before Halsted's day, surgery everywhere was a bloody ordeal based largely on speed and brevity of operation. To such traumatic practices, Halsted's approach was the exact opposite. He laid the greatest stress on the gentle handling of tissue, on the complete control of haemorrhage, and on the accurate reapproximation of divided tissues. Time passed unnoticed as he studied the best possible approach to the problem in hand. There is a famous statement by Charles Mayo after visiting Halsted's clinic that, "He had never before seen the upper part of an incision heal before the lower part was closed". In his personal life Halsted was just as perfectionist. Though living in Baltimore, his shoes and clothes were custom-made in London from leather and cloth especially chosen by him. When entertaining, he personally went to the market to select the food and supervised the laying of the tablecloth which was ironed after being accurately placed on the table. Halsted, writing about his future wife, 'In the winter of 1889 the nurse in charge of my operating room complained that the solutions of mercuric chloride produced a dermatitis of her hands. As she was an unusually efficient woman I gave the matter my consideration and one day in New York requested the Good Year Rubber Company to make as an experiment two pairs of thin rubber gloves with gauntlets". (And that was the beginning of the use of rubber gloves in surgical theatres.)
Kelly, the obstetrician, was descended from a family from Portadown. He had fundamental religious convictions often gathering the operating room staff together before an operation to say a prayer. (The Chairman remarked to me that he thinks this would be a good idea and is perhaps needed in some of the surgical wards, but he thinks it might be dispensed with in Wards 19/20.) It is said of Kelly, "If he had never written a line and never performed an operation he would still be classed as one of the great men of his day for the men he trained". (That description would take a midnight walk down the main hospital corridor, nothing has changed. The same suffering, the same uncompromising effort to meet it by young doctors and nurses. During the last 14 years the new challenge of the victims of senseless terrorism has been coped with on the surgical side and, more mundanely, the care of an increasing aged population on the medical side. Battle-scarred these buildings may be, but the scars only testify to the spirit of endurance of this hospital. "The Royal" is sometimes portrayed by the local media as being beset by many problems and unfortunate in its geographic location. I would not wish a hospital to be anywhere other than where it is most needed and that is where the Royal Victoria Hospital is. The challenge is here. The next terrorist victim is often within a short distance of here. The most deprived and frail elderly live within the shadow of this place.
I remember starting here as a house physician in 1951 at a time when medicine and surgery were about to make new and exciting advances. The hospital had already served this community for many years in general medicine and surgery, and pioneers such as Barney Purce in thoracic surgery, Cecil Calvert in neurosurgery, (Incidentally, a direct link in my story here -Harvey Cushing trained Hugh Cairns who trained Cecil Calvert), Jimmy Withers in orthopaedics, had made the advances into the necessary specialization to allow this hospital to keep abreast. A new generation was poised to make advances into more technical and sophisticated specialization and this happened on a broad front. Cardiology, cardiac and thoracic surgery, neurology and neurosurgery, a broadening metabolic field, emergence of clinical haematology, new surgical techniques in widespread areas, liver disease, vascular, gastric, rectal and plastic surgery, also ENT and ophthalmology. Apace with this, great advances occurred in anaesthesia, radiology and laboratory services. Deliberately I have not paid individual tributes to the pioneers as many of them are present and comments could be invidious. But I have no doubt that if one follows the history of an institution such as this hospital, the essential need for its survival and success is a questing spirit of adventure, willing to meet the new challenges of techniques and advances in medicine. Such a spirit existed in the 1950's and does so equally in the 1980's. In thinking of the excellence of this hospital's specialties let me admire gastro-enterology -for this medical school a rich field -the mechanisms of intestinal absorption, gut hormones, liver disease, surgery of the vagus and colorectal disease.
A hospital for all seasons. How does a general physician or general surgeon survive on this site in the presence of such excellent specialties? (One feels he might well come into this hospital by the back gate -and so he does -but so does everyone else!) I would argue that generalists still have a significant role in acute take-in wards and in general outpatients. It may seem strange to profess a love of the acute take-in problems in either outpatients or the ward, but here one is attempting to meet the patient on his own terms by his definition of an emergency and to provide assistance and to give an assurance that "the simple will be separated from the serious" (Pellegrino and Thomasma).
To work in medical and surgical take-in wards could easily be regarded as chore but they have their fascination. The ability of ward sisters to find beds where no beds are; the ability of casualty to cope with the flow on a busy day; the ability of the young medical and nursing staff on the wards to sort out, write up, erect drips or comfort a section of the community who are, more often than not, frail, elderly and in various degrees of suffering. A take-in ward towards evening portrays a better flotsam and jetsam of life than any shipwreck. In the last year or so the University has concerned itself as to whether the procedures for selecting medical students are selecting the best candidates. I have no doubts, no doubts whatever, that our young medical graduates in their houseman year are as good as, or in fact better than ever. My implied praise of the general medical wards is even more true of the acute surgical wards and casualty during the last 14 years -areas in which during the stress of these years the polished skills of previous generations of general surgeons have been upheld and sustained by the present surgeons. As Sister Kate O'Hanlonquoted in Readers' Digest -said, "You might say that some good does come out of evil".
To a slight degree I sometimes yearn for the former outpatient clinic in the old entrance hall. You could always hear and be educated by hearing clearly what was going on in the neighbouring cubicles. But fortunate we were in having a new outpatient clinic built in the late 1960's -just in fact when we needed it. It is a pleasure to express gratitude to those who originally planned with foresight this centre. It is possible to dismiss outpatient work on the basis of the Pellegrino description that "the simple will be separated from the serious". It is possible to feel that 90 per cent of what one sees is simple and beneath the effort of so much investigation. The simple is often mild psychiatric anxiety, depressive-type illness. Sir Douglas Black quotes Clemenceau in stating that "War is too serious to be left to the generals", and momentarily appears to go on to say that psychiatric illness is too serious to be left to the psychiatrists.
In actuality, what Sir Douglas said was, there is so much minor psychiatric illness that it is a load far exceeding the ability of psychiatrists to cope with, and that general physicians and general practitioners must involve themselves in this form of care. To us this task is made easier by the marvellous help of the social services of this hospital -Betty Hall's rich legacy. Sometimes one catches a view of the future of medicine which prophesises such old fashioned clinical contact with patients will be unnecessary. Dr Glen Seaborg describes the future: "For several days you have not been feeling well and you call your local health center for an appointment. At the center you give all the necessary information to a medical secretary whose typewriter feeds it into a computer system. The computer may venture an immediate diagnosis -but if it has any doubts, it recommends one or several diagnostic tests. In a matter of seconds the system presents its full diagnosis. The health center efficiently adds the day's information to your medical history and sends your doctor a copy just for the record. By the way, you do get to see your doctor -on the weekend when you play bridge with him."
There is another critical view of outpatient clinic work as being relatively useless because it concerns itself with the investigation of established disease and that it is too late. The same view is that more medical effort should be directed into prevention -a search for positive health. This is a popular belief; also a belief of media and Government. Unfortunately experience tends to show that routine headto-toe examination, similar to a 5,000-mile car service, has a very limited usefulness in apparently healthy individuals. Perhaps because disaese seldom arises on a single cause but is probably the result of a complex chain of events. More preventative medicine is undoubtedly intended to fulfill the World Health Organization definition of health as a positive state of physical and mental wellbeing. One sceptical observation has been made that the normal state of most people is to feel faintly tired, harassed and under the weather, and that an unbounding state of positive health presages incipient hypomania. Truly useful preventive measures do happen daily in this hospital -prenatal examinations; screening of the newborn; active treatment of hypertension, rheumatoid disease and diabetes; breast biopsy and endoscopies. And if I had to define useful preventative medicine I would produce and admire the work of the ophthalmology department in screening for diabetic retinopathy.
In a hospital for all seasons would I wish to increase its efficiency by treating only the curable and by logical conclusion arranging to transfer the incurable elsewhere? Personally I think not. I hope not. At this point I had intended to say a few critical comments about some developments in the care of the dying but perhaps that would be unwise -even unfair -and my intention today is essentially to be happy and not carping. I would plead with the Death Awareness movement (American usage) or those in this country who believe in "Dying Well" to be slightly more balanced in their description of the attitudes of traditional hospitals to death of patients with incurable disease. The medical and nursing profession are often portrayed as sitting blindfolded, unintelligent, unfeeling and uncaring by the bed of the dying. It is not so and I do not believe it has been so. For instance, if you tell me that there is a system of nursing of the dying that is more caring than that given by the nurses in this hospital then indeed the angels have come down from heaven and someone has forgotten to tell us. There is nothing new about "Dying Well". Edmund Spenserdate November 1589 -departing from County Cork with Sir Walter Raleigh for the fame of London on the publication of "The Faerie Queen": "Sleep after toyle. Port after stormy seas. Ease after warre. Death after life does greatly please". (And of interest, these lines were used by John Henry Biggart at the funeral service of W.W.D., another admirer of Osler.) It is appropriate to quote such a view when, as in the case of Sir William Thomson, death occurred in a man full of years and full of honour, but it is more difficult to be so philosophical with early unwarranted intrusive death. Because it is more difficult it is therefore more important that we accept the challenge.
There is nothing new about doctors being committed to the care of the patient in his terminal illness. Dr Jacob Bigelow, Boston 1858: The physician's duties are 'to diagnose, to initiate treatment, to offer relief of symptoms and to provide safe passage". Having said that -perhaps too aggressively -I would acknowledge a justifiable criticism of some lack of communication between doctors and the dying. Sir Thomas More in Utopia saw the need to talk to the terminally ill: "Such as be sicke of uncurable diseases they comforte with sittinge by them, with talkinge with them, and to be shorte with all manner of helpes that may be". Perhaps the need to spend more time, otherwise in comforting the dying by such simple endeavour as the companionship of talk is the chief lesson we must learn from the Hospice movement. My slight irritability -even unreasonableness -on this subject would be unworthy if it did not contain some principle within it. The principle I discern is that if the caring element in medicine, which is particularly evident in the care of the dying, is separated off as a new specialty or new expertise from the main body of medicine, then that main body, as in a teaching hospital like this one, will become more and more technologic in its skills and its outlook and will be bled anaemic of compassion and charity -that charity which "suffereth long and is kind" -the Caritas of St Paul.
A hospital for all seasons sounds complacent -too complacent, I suspect, for some of the audience who are aware of a general mood of highly intelligent criticism of the medical profession by Illich, McKeown, Cochrane, Kennedy. The criticism is, largely, that the technologic nature of modern medical intervention is itself a threat to health -reduced to simple terms, Illich sees the production of dependent, helpless patients as the logical outcome of many forms of modern treatment. Other criticisms are that the medical profession has abrogated to itself excessive power, is too paternalistic, is over concerned with scientific problem-solving so that the particular of a disease is more important than the whole person. Generally, the Illich type criticisms deserve our consideration and certainly not unreasoned rejection. It was a doctor who wrote, "The greatest peril of excellence is contentment (Willis Hurst).
Because of the criticisms, would I advocate alternative medicine in my hospital for all seasons? The answer is "No" and that will be construed as a reactionary answer, but "No" is really a mild answer. Oliver Wendell Holmes, Osler's contemporary, said of alternative medicine 100 years ago: "A mangled mass of perverse ingenuity, of tinsel erudition, of imbecile credulity and of artful misrepresentation". In 1962, Louis Lasagna, distinguished former Professor of Pharmacology at the Johns Hopkins defined certain characteristics of cults or alternative medicine. Firstly, cults are advocated by articulate people. Secondly, after a time any cult will attract famous and apparently intelligent people. Finally there is a standard rebuttal of criticism: "They persecuted Galileo, too, didn't they?" In the 20 years since Lasagna's views, the criticisms of traditional medicine of Illich and others have appeared and alternative medicine has enthusiastically incorporated these criticisms into its philosophies, unfortunately also aided by the media who now regard as profitable copy a harlequinade of Illich views and a gullible endorsement of alternative medicine; all of this without any regard to the vulnerability of the public mind on matters of health. At the dawn of scientific medicine, 1628, William Harvey, discoverer of the circulation of the blood, said, "It were disgraceful with this most spacious and admirable realm of nature before us, where the reward ever exceeds the promise, did we take the reports of others upon trust". On the road we have travelled since 1628 -Addison and Bright, Graves and Corrigan, Banting and Salk, smallpox, poliomyelitis, diabetes, pernicious anaemia, Hodgkin's disease. "The reward has ever exceeded the promise". Any arrogance in my attitude is limited by the knowledge of the imperfection of medical progress in many other diseases. I hope I have not put too much emphasis on the inherent incompatibilities of traditional and alternative medicine because our real problems are elsewhere. How, with finite resources can we provide care for the elderly and chronically ill and also afford the costly technology used in many acute diseases?
In thinking of Osler's textbook, written while he was in America, I am conscious of the influence of a succession of medical textbooks from the USA -Cecil and Loeb, Beeson and McDermott, and Harrison -which seemed wider in scope and more philosophic than the textbooks produced within these islands. It is a great pleasure to note that at last a new British textbook of medicine has appeared from Oxford (Osler's final home) which has some of that trans-Atlantic sparkle and commonsense and a feeling for the patient that is refreshing. Listen to the opening chapter quoting the work of Professor Ronald Girdwood, Although five centuries separated Thomas More and William Osler, they had much in common. Both have been described repeatedly as humanists. Humanism has been defined as a system of thought or action which assigns a predominant interest to the affairs of men as compared with the supernatural or abstract. I had started with Christina Rosetti's prayer to emphasize that the humanist knows he approaches his task in stumbling walk and scant measure. In 1970, Wilder Penfield in a symposium based on Osler's life entitled "Humanism in Medicine" said: "The art of the practice of medicine is a spiritual matter and so we would do well to listen to the voice of Osler". It is difficult to summarize Osler at an interval of more than 60 years since he died. He was fortunate in the times he lived in. About the turn of the 19th century it has been said, "A random patient with a random disease consulting a doctor chosen at random had for the first time in the history of mankind a better than fifty-fifty chance of profiting from the encounter". He was fortunate in his biographer Harvey Cushing, who certainly described Osler as all virtue and no blemishes, but allowing for all of this he seems to have been a very unique man. The acknowledged greatest clinician of his age, a thinker with great compassion and charity, a man with a sense of the history of his profession, a great leader of the profession.
It is traditional, in ending, to give some advice to the students about their undergraduate careers, but I have already indicated a limitation on advice from one generation to another. I have a simplistic ideal that those taking up medicine should simply want to be doctors and when they are doctors, to occasionally reflect how fortunate they are in having the privilege of belonging to a profession that is, in Osler's phrase, "a way of life". Osler would have been able to say much to them, but his main advice would have been to echo Thomas Sydenham's advice to a youth from Killyleagh, Hans Sloane, "You must go to the bedside. It is there alone that you can learn disease".
The concept that wanting to be a doctor would be sufficient can be easily ridiculed and yet life is continually full of images and a recent lasting image is of Dr David Greer, medical student and later house physician, Wards 9/10 and later Wards 1/2, working for medical examinations up to the last few weeks of his rapidly developing fatal illness -working on in the full knowledge that the night was coming. I have also a memory of Richard Wormersley in near tears as he watched these events, and that is what my recall of Osler is all about.
To an extent that is why the story is important because it focusses on ageless and, I think, changeless attributes necessary for the practice of medicine. Commitment and caring, and the joy of being a doctor or a nurse or a member of the greater medical profession. I have no doubts that these virtues endure in this hospital and that the drum beats of medical destiny beat in the wards and operating theatres of this hospital -the Royal Victoria Hospital -as they did and do in the Johns Hopkins. I am entirely optimistic about the future of medicine and this hospital, and greatly happy to have spent the greater part of my life within its walls. On 7th July 1535 that man -Sir Thomas More -mounting the scaffold said, "I pray you Master Lieutenant see me safe up". I pray you Master Willoughby, see me safe up -and out of here soon.
Thanks are due to Miss May Weller for her help, and my wife and Dr Terence Fulton for helpful comments; also the Medical Library staff and Archivist's Office, for a certain amount -perhaps a good deal -of patience and forbearance.
